significantly raised to 64.2%. Perdigao-Neto et al. similarly reported that the same isolates tested by e-test showed 85% and 48% susceptibility by CLSI and EUCAST, respectively. [7] The level of resistance in this study CR-strains is higher than those observed in Germany, Brazil and Greece. [5, 7, 8] Interestingly, Klebsiella isolates from blood and sterile body fluid showed increased resistance compared to urine isolates, while E. coli isolates were uniformly susceptible to both blood/body fluids and urine isolates; however, the MIC 90 was two-fold higher among blood and other fluids isolates compared to urinary isolates. This observation needs to be further investigated for its potential implication for systemic therapy for invasive infections as well as breakpoint determination for systemic and urinary tract infections. Studies comparing e-test and disc diffusion with the reference agar dilution assay have demonstrated minor errors to unacceptable major and very major errors with both methods. [5, 7] Disc diffusion breakpoints are available for CLSI, but no interpretive breakpoint is reported in EUCAST. There is a need for optimization of disc diffusion or e-test which are simple to execute and applicable for single isolate testing.
observable clinical signs and symptoms of infections. The majority of people who acquire CRE are colonised rather than infected. [1] The primary site of colonisation is the lower gastrointestinal tract. Patients colonised with CRE are more likely to contaminate environmental surfaces, equipments and hands of HCWs. [1] The aim of this study was to find the prevalence of CRE colonisation in intensive care unit (ICU) patients and risk factors associated with it. This prospective study was conducted in our 750-bedded hospital having two multidisciplinary ICUs consisting of five and ten beds each; from 1 July 2012 to 31 December 2012.
All the patients were grouped into two groups: CRE group (those who had CRE colonisation in their rectal swab) and non-CRE group (those who did not have CRE colonisation in their rectal swab) to determine the risk factors associated with colonisation with CRE. Rectal swabs were collected from all patients after 48 hours of ICU admission. These patients were compared regarding presence of co-morbidity (diabetes mellitus, chronic heart disease, pulmonary disease, renal disease, hepatic disease, central nervous system disease and malignancy), prior use of antibiotics (carbapenem, cephalosporins, fluoroquinolones and metronidazole), presence of wounds (surgical or trauma), prior surgery and intra-hospital transfer. Prior use of antimicrobial was considered significant only if (i) That exposure had occurred only during the hospitalization in which colonisation had developed and (ii) the antibiotic had been administered for at least 3 consecutive days prior to the development of the colonisation. The laboratory detection of CRE from rectal swab was done as per technique described by Centre for Disease Control and Prevention (CDC). [2] All these isolates were confirmed to be CRE by testing for susceptibility to ertapenem (10 µg)/meropenem (10 µg) (BD, Diagnostics) by disc diffusion method according to Clinical Laboratory Standard Institute (CLSI) criteria. [3] Comparison of various risk factors in patients colonised with CRE with those not having CRE colonisation was done. Odds ratios (ORs) and their corresponding 95% confidence intervals (CIs) were calculated. In 6-months period, 75 patients were enrolled in this prospective case-control study. Rectal swab screening of these patients showed that 9 of these 75 patients admitted in ICU had rectal carriage of CRE and 66 patients did not have CRE in their rectal swabs. Six were Escherichia coli strains and three were Klebsiella species. Therefore, the percentage of CRE carriage was 12%. Patients with CRE colonisation were more likely to be having associated co-morbidity like hepatic disease (OR = 1.16) and renal disease (OR = 1.05). Additionally, CRE colonisation was more likely in those patients who had prior exposure to carbapenem (OR = 3.29), cephalosporin (OR = 1.31), fluoroquinolones (OR = 3.19) and metronidazole (OR = 1.7). Moreover, presence of wounds (OR = 1.69), prior surgery (OR = 1.41) and intra-hospital transfer (OR = 1.07) were more likely in patients with CRE colonisation as compared to patients not having CRE colonisation.
No study from India has detected CRE colonisation but the prevalence of CRE infections varies from 13-51%. [4] The combination of multiple co-morbidities, presence of wound and surgery and intra-hospital transfer, makes the patients ideal candidates for the acquisition and transmission of genes for drug resistance. Gupta N et al. reported that exposure to antimicrobial like carbapenem, cephalosporins, fluoroquinolones, vancomycin; longer hospital stay; poor functional status are all associated with infections due to CRE. [5] The clinical implication of our findings is that antimicrobial agent especially carbapenem, cephalosporins, fluoroquinolones and metronidazole should be used with caution for CRE carriers. CDC recommends the following measures for the control of CRE-hand hygiene; contact precautions including patient and staff cohorting, minimizing device use; chlorhexidine bathing; routine use of clinical laboratory screening tests for accurate detection of CRE; screening surveys on admission for patients at high risk of CRE colonisation and antimicrobial stewardship. [1] Financial support and sponsorship Nil.
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